The purpose of this study is to provide sophisticated psychometric information for advanced interpretation of the Neuropsychological Assessment Battery (NAB) with older adults. This information includes the base rates of low scores, intellectual-cognitive discrepancy scores, and a method for determining change. The NAB contains 24 co-normed neurocognitive tests across five domains (i.e., Attention, Language, Memory, Spatial, and Executive Functions); provides 36 primary T-scores, five domain indexes, and a total index score; and was co-normed with a measure of intellectual abilities (Reynolds Intellectual Assessment Scales; Reynolds Intellectual Screening Test [RIST]). Participants for this study were 742 older adults from the NAB standardization sample (mean age ¼ 68.1, SD ¼ 6.9). From the standardization sample, 42 older adults (mean age ¼ 67.3 years, SD ¼ 8.3) were administered the NAB two times (mean retest interval ¼ 6.7 months, SD ¼ 0.7). The base rates of low index scores and low primary scores are presented for the entire sample, as well as stratified by the level of intellectual abilities. RIST -NAB discrepancy scores are presented for the entire sample and for the different levels of intellectual abilities. Finally, information needed to interpret change in test performance on serial assessments is provided.
Introduction
There is, and will be, increasing pressure to improve our ability to accurately detect mild cognitive impairment (MCI) and prodromal forms of degenerative dementias in older adults. Census information indicates that the number of people over the age of 55 years is steadily increasing over time. In the United States, the number of people 55 years and older increased by over 6 million people between 1990 and 2000 (U.S. Census Bureau, 2001) . In Canada, the proportion of the population 55 years and older increased from 20.96% in 1996 to 22.52% in 2001 and to 25.3% in 2006 (Statistics Canada, 1999 , 2002 . The Office of National Statistics (2007) estimated that the number of people 55 years and older in the United Kingdom will increase by nearly 4 million by 2020. As increased numbers of people make up the "older adult" group, increased demand will be placed on health-care services that are designated for that segment of the population. In neuropsychology, this will result in a greater need to accurately and efficiently identify cognitive problems.
Neuropsychological theory and practice with older adults has become more sophisticated. In conjunction with the improvement of tests and normative data used for the assessment of cognition, there has also been an improvement in the methods employed for interpreting the performance on those neuropsychological measures. These more advanced approaches to interpreting neuropsychological test data are important for (a) reducing misinterpretation of isolated low test scores that result from normal human variability, (b) decreasing the likelihood that conclusions will be based on clinician bias, and (c) improving the sensitivity and specificity of the measures that we use in clinical and research settings.
The first advanced approach to interpreting neuropsychological data involves considering performance across the entire battery of co-normed tests using a multivariate approach. A thorough assessment of cognitive abilities often involves administering numerous tests and looking for low scores (i.e., deficit measurement). However, clinicians often fail to fully appreciate that healthy people can obtain low test scores and the probability of obtaining "impaired" scores goes up dramatically when multiple tests are given. Information on the prevalence of low scores in healthy adults and older adults on other co-normed batteries of tests has been the focus of several recent studies (see Binder, Iverson, & Brooks, 2009 , for a review).
Iverson and colleagues Iverson, Brooks, White, & Stern, 2008) have presented the prevalence of low scores in healthy adults on the Neuropsychological Assessment Battery (NAB; Stern & White, 2003a) , the Wechsler Adult Intelligence Scale-III (WAIS-III; Wechsler, 1997a) , and the Wechsler Memory Scale-III (WMS-III; Wechsler, 1997b) . In concordance with other studies on the prevalence of low scores, Iverson and colleagues illustrated that the probability of making a Type I error (i.e., identifying a score as "impaired" when it is not) increases with (a) the more tests that are given and (b) more "lenient" cutoff scores. Moreover, they also illustrated that the likelihood of obtaining low scores "increases dramatically" with lesser intellectual abilities.
It is critical to be informed of the base rates of low scores across a battery of co-normed tests because clinicians administer multiple tests and the results are interpreted in combination. The goal, of course, is to minimize the likelihood of overpathologizing a low score that is attributable to normal human variability or to measurement error. For example, clinicians and researchers interested in identifying cognitive deficits associated with MCI and early dementia have drawn attention to the prevalence of low memory scores in healthy older adults (Brooks, Iverson, Holdnack, & Feldman, 2008; Palmer, Boone, Lesser, & Wohl, 1998) and the implications of over-interpreting low memory scores that might be more in line with normal human variability or measurement error than with an acquired impairment (see de Rotrou et al., 2005 , for a discussion of "Accidental MCI").
The use of psychometrically based information for supplementing clinical interpretation of tests is an important component of neuropsychology. Not all neuropsychological measures provide sophisticated interpretive methods for determining change in serial testing. As a result, clinicians often rely on clinical judgment, which can be subject to bias (see , for a review). The purpose of this descriptive paper is to provide an advanced interpretive guide for use with the NAB (Stern & White, 2003a) when assessing the cognition of older adults. Using the NAB normative sample, we provide psychometrically derived and clinically useful tables for: (a) simultaneously interpreting a battery of test scores from multiple cognitive domains (e.g., attention, concentration, and processing speed; receptive and expressive language; learning and memory; visual-spatial skills; and executive functioning); (b) interpreting the discrepancy between intellectual functioning and cognitive abilities; and (c) interpreting change in cognitive abilities when retested over time.
Materials and Methods

Participants
The older adults in this study (N ¼ 742), ranging in age from 55 to 79 years (M ¼ 68.1, SD ¼ 6.9), were selected from the NAB standardization sample. As part of the NAB standardization, a subsample of the healthy older adults (n ¼ 42; mean age ¼ 67.3 years, SD ¼ 8.3) was administered the NAB on two occasions (i.e., participants were administered the same form of the NAB at Time 1 and at Time 2). The mean retest interval was 6.7 months (SD ¼ 0.71). Participants in the oldest age group, between the ages of 80 and 97 years, were not included in this study. Normative data in very old participants can have different distributional characteristics and are more likely, statistically, to be influenced by early forms of degenerative diseases that are not detected through self-report medical screening methods. Moreover, regression-based procedures for developing normative data across the lifespan are more likely to have distributional variability in the tails. Therefore, the oldest age cohort will be analyzed and presented in a separate study.
All of the older adults in this study were healthy, community-dwelling individuals from the United States. Exclusion criteria were employed in order to prevent the inclusion of persons who could have a neurological disease, acquired injury, psychiatric illness, treatment/medication, or physical impairment that would negatively impact test performance. Participants for the standardization sample were recruited and tested at five sites across the country, including Rhode Island Hospital, University of Florida Health Sciences Center, Indiana University, University of California at Los Angeles School of Medicine, and the Psychological Assessment Resources (PAR) offices in Lutz, Florida. These sites were chosen to represent the four geographical regions of the country (Northeast, Midwest, West, and South). (For additional information about the recruitment procedure of the NAB standardization sample and its generalizability to the U.S. population, refer to White and Stern, 2003.) 
Measures
The NAB is comprised the following five modules: (a) Attention, (b) Language, (c) Memory, (d) Spatial, and (e) Executive Functions (the free-standing NAB Screening Module was not included in this study). The full NAB consists of 24 individual tests that provide 36 demographically corrected T-scores (mean ¼ 50, SD ¼ 10). (For descriptions of these tests, refer White, 2003b, and Stern, 2003.) Multiple tests comprise the five modules and are used to create five domain index scores and a total index score (mean ¼ 100, SD ¼ 15). Descriptions of the index scores are presented below.
The "Attention Index" is a composite score representing diverse neurocognitive abilities such as attentional capacity, working memory, psychomotor speed, selective attention, divided attention, distractibility, sustained attention, attention to detail, and information processing speed. The "Language Index" is a composite score of overall language functioning. It is based on tests measuring a variety of basic language abilities such as oral production, confrontation naming, auditory comprehension, writing, and bill payment. The "Memory Index" is a composite score for the four learning and memory tests. Tests include list learning, shape learning, story learning, and daily living (medications instructions and name, address, and phone number). Immediate and delayed recall scores are included for each test. The "Spatial Index" score is a composite score of the four tests measuring visual-perceptual skills, attention to visual detail, visual-construction, right -left orientation, map reading, and visual scanning. The "Executive Functions Index" is a composite score based on four tests. Several neurocognitive abilities, including planning, judgment, conceptualization, cognitive response set, mental flexibility, verbal fluency, and generativity, are measured by these tests. The "Total NAB Index" is based on the sum of the five full module index scores. It is meant to be an omnibus measure of neuropsychological functioning in the domains of attention, language, memory, spatial, and executive functions. (For additional information regarding the tests, the domain scores, and the psychometric properties of the NAB, refer to the NAB manuals [Stern & White, 2003b; White & Stern, 2003] or to Iverson, Brooks, White, et al., 2008.) Intellectual abilities were estimated using the Reynolds Intellectual Screening Test (RIST; Reynolds & Kamphaus, 2003) . The RIST is an abbreviated administration of the Reynolds Intellectual Assessment Scales (RIAS). It is normed across the lifespan (i.e., ages 3 through 94). The RIST provides a quick overall estimate of general intellectual abilities. The RIST consists of one verbal (i.e., Guess What, which assesses verbal reasoning, vocabulary, language development, and one's general fund of knowledge) and one nonverbal (i.e., Odd Item Out, which measures nonverbal reasoning, spatial ability, and visual imagery) test. The T-scores of the verbal and nonverbal tests are summed to produce a composite index score (mean 100, SD of 15). The mean RIST composite index score for the older adults, which was used for this study, was 104.4 (SD ¼ 13.0).
The RIST normative sample (N ¼ 2,438) was recruited from 41 states and stratified to represent the United States population based on age, gender, ethnicity, education, and region. Individuals were excluded from the standardized sample if they had potentially confounding factors such as color blindness, uncorrected hearing loss, or visual impairments, were currently involved in drug or alcohol treatment or abused substances, had a history significant for 5 or more minutes of unconsciousness, were currently taking psychiatric medication, or had prior ECT treatment. (For information regarding the reliability and validity of the RIST, refer to the technical manual [Reynolds & Kamphaus, 2003] .) The RIST was co-administered to the NAB normative sample. However, discrepancy score comparisons between the RIST and the NAB were not presented in the NAB manuals (Stern & White, 2003b; White & Stern, 2003) .
Analyses
Prevalence of low test scores. The prevalence of low test scores on the NAB in healthy older adults was calculated by "simultaneously" examining test performance across either all five index scores or all 36 primary test scores. The cutoff scores, which were selected to reflect those that might be routinely used in clinical practice or in research, included: (a) below the 16th percentile (i.e., more than 1 SD below the mean), (b) below the 10th percentile, (c) at or below the 5th percentile, and (d) below the 2nd percentile (i.e., more than 2 SD below the mean). For NAB Index scores, these cutoffs correspond to The number of low scores below each cutoff was examined using frequency distributions. The frequency distributions for the prevalence rates of low index scores are presented as cumulative percentages. Using the frequency distributions for the primary test scores, we identified the number of low test scores found in ,2%, 2% -9%, 10% -24%, 25% -75%, 76% -90%, and .90% of healthy older adults.
RIST -NAB discrepancy scores. Discrepancy scores were calculated by subtracting each one of the NAB Index scores (e.g., Attention, Language, Memory, Spatial, Executive Functions, and Total) from the RIST Index score. The difference scores for each NAB Index score were examined using frequency distributions, with analyses being conducted for both the entire sample and stratified by intellectual abilities. Using the frequency distributions, the following cutoff scores (based on cumulative percentages of the sample) were identified for the discrepancy scores: ,20%, ,15%, ,10%, ,5%, and ,1%.
Frequency distribution of change scores. One method for interpreting change in test performance, which simply relies on considering the prevalence of change scores, is to examine the frequency distribution of difference scores and determine various cutoff scores for both decline and improvement. Difference scores (Time 2 2 Time 1) were calculated for the five domain indexes, the total index, and the 36 primary T-scores. Frequency distributions were produced for each difference score, and cutoffs for interpreting change in test performance were determined separately for decline and improvement using cumulative percentile ranks corresponding to 20th percentile and 10th percentile.
Results
Prevalence of Low Test Scores
The base rates of low index scores on the NAB in the older adults sample are presented in Table 1 . When the five index scores are considered simultaneously, 35.6% of healthy older adults had one or more scores below the 16th percentile, 22.9% had one or more index scores below the 10th percentile, 12.2% had one or more scores at or below the 5th percentile, and 5.2% had one or more scores below the 2nd percentile.
The base rate of low index scores in older adults decreases systematically as level of intelligence increases. Notice that only 20.2% of older adults with RIST scores in the low average range (i.e., RIST ¼ 80-89) have "no index scores below the 16th percentile" compared with 86.9% of adults with RIST scores in the superior or very superior range (i.e., RIST ¼ 120þ). Using a cutoff score of 1 SD, 56% of adults with low average RIST scores have two or more low index scores and 16.7% of adults with average RIST scores (i.e., 90-109) have two or more low index scores. Low index scores were generally uncommon in those with high average, superior, or very superior intellectual abilities.
The prevalence of low primary scores on the NAB in healthy older adults is presented in Table 2 . When considering the 36 T-scores simultaneously, it was "common" (i.e., found in 25% -75% of healthy older adults) to obtain between 3 and 7 scores below 1 SD. Similar to the index scores, the number of low test scores decreased with higher levels of intellectual abilities. For example, in healthy older adults with low average intellectual abilities, it was "common" to obtain up to 15 low scores (i.e., ,1 SD). However, in those with high average, superior, or very superior intellectual abilities, obtaining 15 low scores ,1 SD would be "very uncommon" (i.e., found in fewer than 2% of healthy older adults).
RIST -NAB Discrepancy Scores
RIST -NAB discrepancy scores are presented in Table 3 . In the entire sample, fewer than 20% had NAB Index scores more than 16-18 points below the RIST Index scores. It was rare (,5% of sample) to have NAB Index scores more than 26 -32 points lower than RIST Index scores. As seen in Table 3 , stratifying the sample by the level of intellectual abilities yielded different results. The amount of discrepancy between NAB and RIST scores that would be considered clinically meaningful in healthy older adults increased with higher levels of intellectual abilities. For example, the amount of discrepancy between the RIST and the NAB Memory Index score that was found in fewer than 10% of the sample was as follows: Low average intellectual abilities ¼ 15; average intellectual abilities ¼ 18; high average intellectual abilities ¼ 27; and superior or very superior intellectual abilities ¼ 36.
Frequency Distribution of Change
The frequency distribution of change scores for determining decline or improvement on the NAB in older adults is presented in Table 4 . If uncommon declines are defined as occurring in less than or equal to 20% of healthy older adults, then the cutoff scores for interpreting decline on the indexes are as follows: Attention ¼ 6, Language ¼ 5, Memory ¼ 4, Spatial ¼ 13, Executive Functions ¼ 5, and Total Score ¼ 5. If uncommon improvements are defined as occurring in less than or equal to 20% of healthy adults, then the cutoff scores for interpreting improvement on the indexes are as follows: Attention ¼ 10, Language ¼ 12, Memory ¼ 13, Spatial ¼ 7, Executive Functions ¼ 17, and Total Score ¼ 11.
Across the 36 primary scores, cutoff scores for uncommon (20th percentile) declines were typically from 3 to 14 points on the Attention tests, 1 to 19 points on the Language tests, 4 to 14 points on the Memory tests, 4 to 24 points on the Spatial tests, and 2 to 14 points on the Executive Functions tests. Cutoff scores for uncommon improvements (20th percentile) on the Attention tests ranged from 5 to 16 points, on the Language tests ranged from 2 to 21 points, on the Memory tests ranged from 7 to 17 points, on the Spatial tests ranged from 4 to 13 points, and on the Executive Functions tests ranged from 9 to 16 points.
Discussion
The goal of this study was to capitalize on clinical and psychometric research over the past 25 years and to provide advanced psychometric data for interpreting a battery of neuropsychological tests in older adults. The psychometric information provided in this descriptive study extends the interpretive information presented in the NAB Psychometric and Technical Manual (White & Stern, 2003) and supplements other studies that aim to improve the clinician's ability to identify cognitive impairment using individual subtests from the NAB (e.g., Brown et al., 2005; Gavett et al., 2009 ). The tables presented in this article should facilitate clinical inferences using the NAB regarding isolated and widespread neuropsychological deficits, intelligencecognition discrepancy scores, and change in cognition over time.
The base rates of low scores in the present study are consistent with the work of Reitan and Wolfson (1985, 1993) , Heaton and colleagues (e.g., Heaton, Grant, & Matthews, 1991; Heaton, Miller, Taylor, & Grant 2004) , and Schretlen and colleagues & Gordon, 2008) . Understanding the base rates of low scores across the NAB is important when interpreting test performance in older adults. This is because neuropsychologists administer numerous tests and then interpret scores in combination, not in isolation. However, little is known about the base rates of low scores in healthy older adults across a battery of tests. Most neuropsychologists use flexible neuropsychological test batteries (Rabin, Barr, & Burton, 2005) ; the base rates of low scores across these batteries are unknowable unless the same battery is given to a normative sample or a large control sample (e.g., de Rotrou et al., 2005; Palmer et al., 1998) . Alternatively, the base rates of low scores across a battery of tests can be estimated for a battery of tests if the intercorrelations for all the tests are known (Crawford, Garthwaite, & Gault, 2007) . It is reasonable to assume that the general base rate principles illustrated in Tables 1 and 2 would apply to any fixed or flexible battery (for reviews, see Binder et al., 2009; Iverson & Brooks, in press) . In this study, the number of low scores on the NAB varied by intelligence. It has been reported repeatedly in the literature that neuropsychological test performance is correlated with education (e.g., Heaton et al., 1991) and with intelligence (e.g., Dodrill, 1997 Dodrill, , 1999 . People with below average intelligence tend to perform worse on neuropsychological tests than people with average intelligence (e.g., Dodrill, 1999; Horton, 1999; Reitan, 1985) , as seen in Tables 1 and 2 . However, Tables 1 and 2 also indicate that it would be a mistake to assume that people with superior/very superior intellectual abilities should have no low neuropsychological test scores (i.e., this has been referred to as a "myth" of clinical neuropsychology; Dodrill, 1997 Dodrill, , 1999 . Notes: NAB ¼ Neuropsychological Assessment Battery. The cutoff scores were derived based on statistical considerations. The frequency distribution of difference scores for each variable was examined, and for the majority of scores the cutoff presented is less than the 20% or 10% percentile rank in each tail of the distribution. Index scores have a mean ¼ 100 and SD ¼ 15. Subtest scores have a mean ¼ 50 and a SD ¼ 10. Table 2 is very helpful in clinical practice if the entire NAB is administered. This table allows the clinician to make a statement about the patient's performance across the entire test battery. For example, if a 70-year-old man obtained 5 scores below 1 SD from the mean, and he was estimated to have average intelligence (current and premorbid), then his overall profile would be considered "normal" or "average." Of course, this pertains to the base rate across the entire battery. For example, if those five low scores were all obtained on the Memory Module, then this would not be considered normal (see Brooks et al., 2007) and might be suggestive of the presence of a memory problem. Given the relative importance of assessing memory in older adults, we suggest that clinicians also consider the prevalence of low scores on the memory module as part of their interpretive process (see Brooks et al., 2007, for these tables) . Tables 1 and 2 are particularly helpful for identifying cognitive problems in high functioning older adults. Clinicians know that it can be very challenging to identifying a decline in cognitive functioning in well-educated older adults with high average or superior intelligence. Although the NAB normative data are adjusted for education, it is not adjusted for the level of intelligence. As seen in Table 1 , having two index scores in the low average range (i.e., ,25th percentile) is very uncommon in older adults with premorbid RIST scores in the high average or superior classification ranges. These base rate data might allow the clinician to identify a dementing condition sooner (i.e., when an index score drops below the 25th percentile) in older adults with above average intelligence as opposed to applying more traditional cutoffs (e.g., 1 SD, 5th percentile, or 2 SD).
In clinical practice, we are usually focused on deficit measurement in quest to identify cognitive diminishment or impairment. Tables 1 and 2 also allow the clinician to make a statement about how well, not just how poorly, an examinee performs across an entire battery of tests. Most people have isolated low scores when given a battery of tests. If a person of average intelligence on the RIST has zero or only one primary test score below the 25th percentile, that person's performance "across the entire battery" (i.e., their overall profile) would be considered "very good" (i.e., found in fewer than 10% of healthy older adults; see Table 2 ). That is, the absence of below average test scores is very uncommon-it suggests that the person performed consistently well across the battery. Table 3 further illustrates this concept using the discrepancy scores between intellectual (RIST) and cognitive (NAB Index scores) abilities. In persons with low average intellectual abilities, fewer than 20% of the sample had RIST -NAB discrepancy scores of 12 or more points. However, there is nearly a two-fold increase in the amount of discrepancy needed to be "uncommon" for persons with high average intellectual abilities and nearly a three-fold increase in discrepancy needed to be considered "uncommon" for those with superior/very superior intellectual abilities. Although it is true that people with high average or superior intelligence score higher on many (not all) neuropsychological tests, as intelligence increases there appears to be a leveling off in the relation between intelligence and many neuropsychological abilities (e.g., Dodrill, 1999) . This leveling off creates a greater spread of test scores in people with superior intelligence, for example, than in people with low average intelligence (as illustrated in Table 3 ). From a practical perspective, one should expect to see quite a few low neuropsychological test scores in healthy adults with low average intelligence and far fewer (but still some) low test scores in healthy adults with superior intelligence.
The results of the present study are consistent with previous research reporting that healthy adults with high average or superior intelligence are not expected to have comparably high scores across an entire battery of neuropsychological tests. On average, people with high average or superior intellectual abilities perform somewhat lower on neuropsychological tests. Similar findings have been reported for the relation between WAIS-III (Wechsler, 1997a) and WMS-III (Wechsler, 1997b) scores.
A common clinical premise upon which intelligence-cognition discrepancy score analysis is based is that the intelligence score is relatively robust and minimally affected by the clinical condition, whereas other abilities, such as attention and memory, might be compromised. Therefore, when interpreting RIST -NAB discrepancy scores, it is helpful to estimate the patient's premorbid level of intellectual functioning. A patient's current RIST score likely provides a reasonable estimate of premorbid functioning if the person has a relatively minor neurological problem that is unlikely to have a pronounced effect on intelligence. However, if a person has a neurological or psychiatric problem that likely has resulted in a substantial lowering of his or her RIST score, then the discrepancy scores are likely less meaningful.
The RIST -NAB discrepancy score data presented in Table 3 can be used to supplement the clinical interpretation of the NAB. Research is needed to determine if RIST -NAB discrepancies differ between specific clinical groups and the healthy adult population. Moreover, additional research is needed to determine the diagnostic validity of specific RIST -NAB discrepancy scores and the incremental validity of these discrepancy scores over interpreting the index scores alone.
In addition to providing supplemental methods for interpreting test performance based on a single assessment, this study also provided preliminary information to help determine whether change in person's cognitive abilities over time would be considered uncommon. Interpreting change in neurocognitive test performance is an essential component of many neuropsychological evaluations. The determination of change in functioning can be a complex clinical process that involves multiple sources of data. It is also important to stress that retest interpretive methods are meant to supplement, not replace, clinical judgment. Table 4 presents information based on the frequency distributions of change scores (i.e., Time 2 2 Time 1). The clinician should be aware that these data are based on a healthy sample, not a clinical sample, and that practice effects over the 6-month interval were present for many tests. The presence of practice effects is why the tails in the difference score distributions are asymmetric (i.e., larger improvement scores are considered uncommon on a test with practice effects). Additional research is needed to better inform our clinical interpretation of serial testing in clinical samples and in samples tested more than twice over longer retest intervals.
There are some limitations to this study. First, despite a strong correlation between the RIST and the WAIS-III (r ¼ .75), it is important to recognize that RIST intelligence scores might not necessarily translate into the same scores on other tests of intelligence. For example, Umphress (2008) reported that scores on the RIAS (Reynolds & Kamphaus, 2003) in a small sample of 20 people with low intelligence (i.e., FSIQ scores were below 80) were on average five IQ points higher compared with the WAIS-III (Wechsler, 1997a) . The overall difference appeared to be mostly attributable to differences in nonverbal intelligence. Therefore, in order to confidently and precisely use the RIST-stratified interpretation tables, the clinician must administer the RIST (not substitute another intelligence test battery). Another limitation pertains to the sample size of the retest sample (n ¼ 42). Unfortunately, the older adult retest sample was part of the larger NAB retest sample (n ¼ 95) that also contained adults between 18 and 54 years of age. The initial intent of the retest sample was not to divide it into age groups. Although this relatively small sample size limits the types of analyses that can be conducted and potentially limits the generalizability of the findings, this paper still represents the first study on interpreting change on the NAB in older adults. Further, the retest data involved some participants receiving Form 1 and some participants receiving Form 2 of the NAB. However, it is important to note that the same form was given at Time 1 and Time 2.
The results presented in this descriptive study illustrate psychometrically what many practitioners already know clinicallysome low scores can be common. This information on the base rates of low scores has important implications for clinicians using fixed or flexible batteries. Several studies have illustrated these implications using batteries of co-normed memory measures and have placed the results in the context of assessing for MCI de Rotrou et al., 2005; Palmer et al., 1998) . For example, when considering several scores from a battery of memory tests, nearly one out of three "healthy" older adults will have an isolated low memory score and will meet psychometric criteria for MCI. However, when considering the prevalence of low memory scores in those with lesser intellectual abilities, the percentage of healthy older adults who would meet psychometric criteria for MCI increases to over 50% . Additional research is needed to improve, psychometrically, our methods for identifying MCI in adults across the lifespan. The tables presented here should facilitate clinical inferences regarded isolated and widespread neuropsychological deficits on the NAB, intelligence-cognition discrepancy scores, and change in functioning over time in evaluations of older adults.
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